Streptokinase for aortic thrombosis 1087 the blood pressure in the right arm was 97/58 mmHg, in the right leg 95/55, and in the left leg 100/60. A radionuclide angiogram using 99mtechne-tium showed equal perfusion of both legs.
artery.' Untreated it is usually fatal, and surgical thrombectomy is the accepted management.2 3 The operation is, however, associated with appreciable operative mortality and morbidity, and thrombosis may recur. 4 In this case an aortogram was performed to confirm the aortic thrombosis. The absence of femoral artery pulsation made the landmarks for percutaneous puncture of the femoral vein difficult. Though there might be concern about passing the catheter through the thrombus and possibly dislodging it, extensive experience of coronary angioplasty in adults with recently occluded coronary arteries has not confirmed this.
Streptokinase is a recognised alternative to thrombectomy in children with arterial thrombosis5 and we have used it successfully. Haemorrhage from the arterial puncture site is the main complication, but the incidence may be reduced by careful management. We recommend that streptokinase should only be given if the fibrinogen concentration is greater than 1-5 g/l, and that this should be checked after two hours, and subsequently at four hourly intervals. If the fibrinogen concentration falls below 1-0 g/l the infusion should be stopped and heparin given.6 When the fibrinogen concentration rises above 1-0 g/l the streptokinase infusion may be restarted. We have found a decrease in the fibrinogen concentration is usually associated with successful thrombolysis.
This Both children were diagnosed as having acute myositis of unknown aetiology. They were discharged home and reviewed a week later. In both cases the symptoms had resolved within 72 hours of the initial presentation. Both remained completely asymptomatic thereafter.
Further investigations were performed to find the cause of the eosinophilia. The boy had antibodies to Toxocara alone while the girl showed evidence of infection by both Toxocara and Trichinella spiralis (table) . We believe, however, that the similarity of the symptoms in both children, the transient nature of the myositis, the absence of circumorbital oedema, and the high titres of Toxocara antibody indicating active infection, combine to favour a diagnosis of toxocariasis rather than Trichinella spiralis infection in her case.
As both children were diagnosed as having toxocariasis they had formal ophthalmic examinations, which were normal. They required no specific treatment and were discharged to the care of their family doctor. The actual source of infection remained undetermined in either case.
Discussion
Although the parasite Toxocara was originally identified in 1782, it was not until 1952 that infection of humans was first documented.' Its prevalence in the population is uncertain but one study showed that 2% of apparently healthy people are infected with Toxocara.2 Infection is clinically manifest as visceral larva migrans or ocular larva migrans. There are important clinical and epidemiological differences between the two entities. The former presents in children less than 4 years of age, usually with an associated history of pica. Minor symptoms of malaise, fever, and cough in the presence of hepatomegaly and appreciable eosinophilia are usual. However, more serious morbidity has been described when the myocardium3 and central nervous system4 are affected.
Ocular larva migrans typically occurs in adults in the absence of evidence of visceral larva migrans and no associated eosinophilia. It is possible that the immune response occurring in chronically infected children protects them against ocular disease.
The diagnosis of toxocariasis should be considered in a child whose white cell count shows appreciable eosinophilia. Currently the best method of making a laboratory diagnosis is the enzyme linked immunosorbent assay (ELISA). It has a sensitivity of about 80% and a specificity of 90%.5
Neither of the children reported was offered treatment. Controversy exists over the effectiveness of antihelminthic drugs to relieve symptoms and eradicate infections. As the natural course of the disease seems to be self limiting most workers elect to treat only severe or life threatening infections. 
